. Removal of the lesion through a median sternotomy under extracorporeal circulation.
Management of cardiac metastasis from renal carcinoma 11 years after radical nephrectomy
We read with great interest the report by Kasama and colleagues, 1 which highlighted the late outcome of cardiac metastasis from colorectal carcinoma. Similarly, we report the unusual clinical case of a 48-year-old woman hospitalized for thoracic pain, who had developed renal cell carcinoma (RCC), Furhman grade 2, with no renal vein or lymph node invasion, treated 11 years previously by radical nephrectomy. No coronary artery lesion was found on angiography, however a vascular mass from the left distal anterior descending artery was observed ( Figure 1 ). Magnetic resonance imaging revealed a 31-mm lesion involving the apex of the right ventricle with extensive neovascularization (Figure 2 ).
Surgical management of unique metastasis has been reported to improve overall survival by 60% over 5 years in cystic RCC. 2 Therefore, we decided to perform radical surgical resection by sternotomy using extracorporeal circulation (Figure 3 ). Histological analysis confirmed cystic RCC metastasis with positive surgical margins. In 43% of patients, metastasis appears during the first year after radical nephrectomy, particularly in cases of renal vein invasion. 3 Cardiac cystic RCC metastasis is rarely reported in the literature, and is synchronous in the majority of cases. 4, 5 Recently, a clinical benefit of antiangiogenic treatment in metastatic cystic RCC has been demonstrated, with an improvement in progression-free survival of 12 months. 6 However, in the presence of positive margins, as observed in our patient, currently, the adjuvant use of this type of treatment still remains under clinical trial evaluation.
In conclusion, our case is of particular interest, not only due to the localization and unusual delay of the cardiac metastasis, but also for the surgical and medical oncological management. 
